The only excuse for confounding them with the diverticula is that the pathology of both is the same. Both may harbour fa-cal concretions or foreign bodies, and inflammation in them leads to the same resultsgangrene and perforation and general peritonitis; ulceration and sloughing with abscess formation; or inflammatory thickening and fibrosis, closely resembling a malignant growth of the bowel. The last condition is described, especially by American authors, as " peridiverticulitis," and it is a very .important one, but not special to the colon. It may be found in a portion of intestine, reduced after strangulation; it has been found in the stomach (and called linitis plastica); it occurs in the skin (and is called keloid or pseudo-keloid); it occurs in the cocum (and when due either to subacute sepsis or to tubercle is apt to be called hyperplastic tuberculosis). In all, it is difficult to distinguish clinically, and in some pathologically, from cancer; in all it may be due to subacute sepsis, to tubercle or to cancer.
If the Sub-section of Proctology is convinced by my reasoning, the name "diverticulitis " will be replaced by " sacculitis," and I think with advantage.
Mr. HAMILTON DRUMMOND (Newcastle-on-Tyne).
During a period of over eighteen months I have examined the intestines of all the bodies upon which post-mortem examination was made in the Royal Victoria Infirmary, Newcastle-upon-Tyne, with a viewof investigating the etiology of pathological sacculi of the-large intestine-about 500 bodies. During this period I met with twenty-two specimens showing marked condition of pathological sacculi, and these were from the bodies of people who died from causes that' had nothing to do with intestinal lesion, in many cases they were found in the pelvic colon only.
It was an interesting and somewhat remarkable fact that in five of. the cases in which sacculi were found in the colon there were also saccules in other hollow viscera: for example, 'in four there were saccules in the small intestine, the opening appearing between the leaves of the mesentery; and in one case there were multiple sacculi in the bladder wall. This tendency to diffuse sacculation wouild seem to have an important bearing upon the causation of sacculi of the colon as it suggests a more or less general weakness (perhaps congenital) of the non-striated muscle tissue throughout the body.
Stress has been laid upon venous congestion as a predisposing cause in the production of pathological sacculi of the colon, and in this connexion I might mention that many of the bodies examined in the post-mortem room, when searching for specimens of sacculi, were cases of chronic heart disease with marked back pressure and in elderly people, and that in none of these were saccules found, a fact which does not support the venous congestion theory.
Intestinal obstruction is another cause put forward in attempting to explain the development of sacculi, but in only two out of the twentytwo cases referred to could obstruction be said to be a factor and these were typical ring cancers with well marked sacculi above the growth.
An examination of the specimens.procured during the investigation demonstrated that the sacculi almost invariably took their origin between the mesocolic and one of the lateral bands, and frequently opened into the appendices epiploicae. They were rarely found in the leaves of the mesentery or on the antemesenteric aspect of the gut.
The appearance of pathological sacculi at these definite points in the bowel wall was, I venture to suggest, accounted for by the anatomical distribution of the vessels, for numerous microscopical sections pointed to the great frequency with which these sacculi pushed their way along the course of vessels. This fact was pointed out many years ago by Klebs and Graser.
Mr. GARNETT WRIGHT (Manchester).
The following is a record of a case of colicovesical fistula, resulting from diverticulitis of the sigmizoid colon. The patient, a man, aged 45, was seen by me on September 30, 1911. For years he had suffered from a urethral discharge, which had not given him much trouble until six weeks before. Then he began to have pain in the lower abdomen and some difficulty in passing urine. He was catheterized by his doctor, who taught him to pa:ss a catheter for himself. For three weeks he. had had pains all over, with occasional rigors, the temperature rising to 1030 F. He also had diarrhcea and vomiting, and three days before I saw him he began to pass feces in the urine. On examination, the pulse was 80, and the temperature 1020 F. The abdomen was somewhat distended but not tender or rigid. There was a thick creamy discharge from the urethra. The prostate was rather hard, but no fistulous opening could be felt per rectum. Solid fecal matter came
